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F 000 | INITIAL COMMENTS , F 000
Amended 2567 on 11/15/10 to reflect cormection
of resident #15 (identified in F332) to identify the
correct rasldent #18.
During the annual survey conducted from
November 1-3, 2010, complalnt #TN0OCD25623,
was investigated. No deficiencies for the
complaint were cited with 42 CFR Part 483
Requirements for Long Term Care Facllitias, _ t
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 212 :
8s=D | DEPENDENT RESIDENTS .
| - 123
A resident who is unable to earry out activities of '
| daily living receives the necessary services to
maintain good nutrition, grooming, and personal | B
and eoral hygiens, '
CORRECTIVE ACTION:
Resident #10 nails were trimmed and
i | cleaned on 11/2/2010.
{ This REQUIREMENT is not met as evidencad | '
| by: | RESIDENTS WITH POTENTI
| Based on medical record review, observation, BE AFFECTED: ;
| and interview, the facility failed to provide All residents’ nails were observed for
ﬂngemal’ ¢are for one (#'1 0) of t\ﬂenty residents appropriat;‘; nail care, Resident’s nails
reviewed. will be trimmed weekly. Resident’s
. . nails will be cleaned as nceded.
The findings-included:
, . . SYSTEMATIC CHANGES:
Resident #1_0 was admlttgd 0 tl'_ie facmty_on April Nursing staff will be in-serviced by the
27, 2010, with dragnosgs including Alzhe:mar's , Staff Development Coordinator or
Dementia, Gsteoqnhﬂhs, and General Pain, interim Director of Narsing on proper
Medical record review of the Minimum Data Set ! Halkarr,
cdatad September 15, 2010, revealed the resident Co
had impaired short and long tarm memory, and
required assistance with all activities of daily
| fiving.

Woa#nme RS OR JRGVIDER/EPPPLIER REPREGENTATIVE'S SIGRATURE THLE w;?m
ot Aol alare [ncts. WEYE

Any\deficiency sratum.ntég& with an asterigk (*) denctes a deficiency which the institution may be excused from comacting providing 1t Is determinkd that!
other safequards provide Mirficiant protection to the patients. (See Instructions.) Except for nursing homas, the findings stated ahove are distlosable 90 days
following the date of survey whether or not a plan of corection is provided, For nuraimg homes, the above findings and plans of conection are disclosable 14
days folfowing the date these documents are made available to the facility. I deficlancies are cited, an approved plan of caraction Is requisite to continued
program participation,
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F 312 | Continued From page 1 F 312
ONITORING:

Obsarvation on November 1, 2010, at 1:30 p.m., | .
in the dining reom revealed the resident had ’
finished lunch. Continued observation revealed
nine fingernails had biack debris under the

Licensed nurses or designee will do
random nail care audits weekdy for three
months. The Interim DON or designee

fingernail tips, the right ring fingernsail was jagged,
the right middie fingernail had & corner broken off,

| and the lft ring fingernall tip had broken off and
the remaining nail was jagged and sharp.

Observation on November 2, 2010, at 7:30 a.m.,
and 1:00 p.m., in the dining room and at 10:18

{ 8.m., in the resident's room, revealed nine
fingemails had black debris under the fingernail
tips, the right ring fingernail was jagged, the right
rmiddie fingernail had a comer broken off, and the
left ring fingernail tip had braken off and the
remaining nail was jagged and sharp,

Observation and interview with Licensed Practical
Nurse (LPN) #4 on November 2, 2010, at 1:10
p.m., in the dinlng room revealed resident #10
had nine fingemnails with black debris under the
fingemail tips, the right ring fingernail was Jagged,
the right middle fingamail had a comer broken off,
and the left ring fingemail tip had broken off and
the remaining nall was jagged and sharp.
interview with LPN #4 during the observatlon
confirmed the residents fingemnails were soiled
and jagged, requiring cleaning and needed i be
timmed.

F 323 | 483.25(h) FREE OF ACCIDENT

sg«D | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident

| environment remains as free of accident hazards
‘ as Is possible; and each resident receives

| adequate supervision and assistance daviges to

‘ provent accidents.

will repott findings to the PI committee
monthly for the next 3 months, The PI
committee, consisting of Executive ?
Director, DON, Staff Development
Coordinator, Medical Director,
Pharmacy Consultant, Business Office
Manager, Social Services, Health
Information Management, Human
Resources, Dietary, and
Housekeeping/1 aundry Director, will
review findings and ake ‘
recommendations according to findings.

1}
i
!
1
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C ' TION: .
ORRECTIVE ACTION: ]gl 3 I i

This REQUIREMENT is not met as avidenced

Based on chservatlon, medical record review,
review of facility documantation, and interview,
the facility falled to provide staff supervision for
one (#7) to prevent falls of nineteen residents
reviewed, :
The findings included:

Resident #7 was admitéed to the facility on April
14, 2008, with diagnoses including Malaise, and
Fatigue, Esophageal Reflus, Atrall Fiprillation,
Lumbago, Deficiency Anamia, Qatoarthrosis, and
Osteoporosis.

Medical review of the Minimum Data Set (MDS)
dated September 6, 2010, revealed the resident
had some difficulty with short term memory, no
difficulty with long term memory, and some
difficulty with decision making skills. Contlnued
review of the MDS revealed the resident had a
histary of fafls in tha last 30 days. Revlew of the
Falls Risk Evaluation dated Septermber 10, and
on October b, revealed the resident, was 2t risk
for falls.

Review of the facility provided documentation

| dated September 10, 2010, revealed, *...CNA
(Certified Nursing Assistant) assisted ras.
(resident) to BSC (bed side commode). Once
res. was seated, CNA began assisting roommate
to restroom. While assisting roommate, the res.
stood up from BSC and then sat in floor in falling |
motian...recommendations wers: Staff gtay with
| res. At all imes (res.) Is on BSC. Add to

|

Resident #7 has been assessed for falls
and intervention initiated. Care guide
has been updated with interventions.

SIDE WITH POTE TO
BE AF D:
All residents are assessed for falls on
admission, quarterly, after significant
 change and after any falis.
Care guides will address interventions
and utilized by nursing staff.

‘SYSTEM GES:

~All nursing staff will be in-serviced by
Staff Development Coordinator or

designee on fall interventions.
prevention and daily review of care
guides. All falls will be reviewed for
effectiveness ofinterventions and
updating of care giides.

§
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RREFIX EAGH DEFIGIENGY MUST B PRACEDED BY. FULL PREFIX (EACH CORRECTIVE ACTION SHOULDBE | CoMPLENON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCAD TO THE APPROFRIATE DaTR
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F 323 | Continued From page 3 F 323 o 3
careguide to alert CNA's..." MONITORING:
Interview with GNA #1 (the CNA presant at the el Ve CRiE 3y GBI
: ! :
September 10, 2010 fall) on Novamber 3, 2010, gjﬁ‘;‘g‘;‘“;‘;‘af?;‘;:;;f“h ConboL
etz s pment
at 8:15 a.m,, by phone revealed the following; "...) Coordinator, Clisiical M )
. e ; ; anager, Social
saw the light and went to the room; this resident's Sécvices. Activities: Dle MDS
roommate wanted to use the (bedside) s ; 'hes’ g,
commode, and this resident (#7) also wanted to ~oordinator, Rehab Services Manager,
use the bed side commode. | place resident #7 and Execuqva Director.
on the bed side commode and then placed the Findings will be reviewed monthly for 3
resident's roommate on the bed side commode. months by the PI commitiee, consisting
| Then resident #7 started to fall, | had them about of Executive Director, DON, Staff
J two feet apart, and | couldn't turn icose of the Development Coordinator, Medical
resident's roommate to catch resident #7. Director, Phatmacy Consultant,
Continued interview with CNA # 1 revealed the Business Office Manager, Sacial
CNA was not aware of the intervention being Services, Health Information
placed In the careguide ag recommeanded, Management, Human Resources,
Dietary, i y
Review of the facility provided documentation Dirigr aﬁu}iz;?::? Eﬁﬁnﬁﬂ@dﬂ .
) 28 and make
dated October 5, 2010, revealed, " ..CNA recommendations according 10 findings
| (Certified Nursing Assistant) assigted res. S
(resident) to BSC (bedside commode) and
instructed not to get up; CNA then assisted
roommate . While CNA was assisting roommate,
res. attempted to stand & fe)l over face first onta !
{the) head. A large hematoma (no size given)
appeared within a few seconds ...Sent to ER
(emergency room) for evaluation...”
Recommendation: "...Staff to stay with pt.
(patient) (while on BSC) untll {resident) Is safe in
bed unlese family present to assist (resident).”
Medical racord review of the Reaident Transfer
Regord dated October 8, 2010 revealed the
resident was sent to the emergency room due to
complaint of "severe headache to left frontal area,
and x-ray of left arm (due {o ) complaint of pain
with range of motion.” Tha primary diagnosis was
"Fall - HA (headache) Bruising to left eye and
FORM CMS.2587(02-99) Previous Versions Chsslets Event ID:BUL?H1 Fatiiity J0: TNT202 If continuation shaat Page 4 of 10
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F 323 | Continued From page 4

forehead; last few days (resident) i being fed (by
the stafl. Resldent fed self prior to fail)." Medical
recard review of the CT scan completed on
October 10, 2010, revealed the test was nagative
for recent injuries. (Interview with the nurse
consultant on Novambaer 3, 2010, at 3:00 p.m.,
confirmed the x-ray on the arm was not
completed at the hospital.} |

Review of the Witness interview/Statement Form |
signed by CNA #2 dated October 5, 2010,
revealed, *,..1 was in (resident's room) assisting
patientin bed A. While | was doing that (Resident
#7) said he/she neaded to use the bathroom so | |
helped {resident) on the bedside foilet. Thant |
went to finleh agsisting (the) roommate. While |
was getting (the raommate) shirt on (Resident #7) |
leaned forward like.. was going to stand. | said |
(resident's name) loud enough for (resident) to
hear me. While on my way over to (resident),
(resident) fell forward; | rushed out of room yelled
for nurse to come t room then went back."

Interview with CNA #2 on November 3, 2010, at |
8:00 a.m., in the conference reom revealed when ‘
.| asked if she was aware of the "Careguide” or that
the resident was not to be left alone on the bed |
side commode, stated she was not aware of the
resident's "Careguide” and was not aware of the
need to stay with the resident while an the bad
slde commode.

Obsarvation on November 3, 2010, at 4:00 p.m,,
revealed the rasident in the bad, alert and
orignted, laylng on the back. Interview with the

| resident at the same time confirmed memory of

| the forehead, and the pain resulting in a visit to
the emergency room for tests (CT scan).

| the fall from the bed aide eommods, the Injury on |

F 323
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§

The facility must ensure that it is free of
medication error rates of five percent or greater.

| This REQUIREMENT is not met as evidenced
by:

Based on medical racord review, observation,
| and Interview, the facility failed {0 adminiater

| medications without errar for four of forly

| medication passes chserved, resulting in a ten
parcent error rate.

The findings Included:

Resident #18 was readmitted to the facility on
April 30, 2010, with diagnoses including Diabetes
| Mellitus and Senile Dementia.

Medical record review of the physician's order
dated Octobar 25, 20190, revealed "1. Give 4 units
i Novalog (insulin) a (befora) breakfast + §9

| (sliding scale) cantinue 85 ac (before breakfast)

Observation on November 2, 2010, at 8:20 a.m,
in resident #15's room revealed Licensed
Practical Nurse (LPN) #1 adminigterad Novalog 4
units to resident #18, Continued observation _
revealed the resident had eaten all but a few bites
of the scrambled eggs for breakfast.

PROVIDER'S PLAN OF CORRECTIOM Pri )
éﬁgg& ;aacst? Egﬁg@gﬂﬁgp EEQ ;gEEggEg%iuu pnjgmx (EACH CORREGTIVE ACTION SHOULD BE CoM1 o
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE TE
DEFICIENGY)

F 323 | Continued From page 6 F 223

Interview with the Interim Director of Nursing on

November 3, 2010, at 2:00 p.m., in the dining

room confirmed the facillty failed to provide

supervision to prevent falls for rasident #7,
F 332 | 483.25(m){1) FREE OF MEDICATION ERROR F 332
238=g | RATES OF 5% OR MORE

F332 %] )3 ] 1o

CORRECTIVE ACTION:

Physician was notified of insulin
administration and new orders were
given, Physician was notified of
multivitamin and Lopid, with new order
for multivitamin.

RESIDENTS WITH POTENTIALTO | ¢
BE AFFECTED:

All residents have the potential to be

effected,
SYSTEMIC CHANGES;

License nurses will be educated on |
medication pass and the 5 rights by the
Interim DON or Staff Development
Coordinator. All licensed nursing staff
will be in-serviced on insulin
administration by the DON or Staff
Development Coordinator. Random
weekly medication passes will be
completed by the Interim DON of |
designee for 4 weeks and then monthly |
by the consulting pharmacist or

Regional Director of Clinical Services

Tor three months.
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Interview on November 2, 2010, at 8:50 a.m., with
LPN #1 outside of resident #18's roorn confirmed
LPN &1 admiristered to resident #18, 4 unifs of
Novalog insulin after the resident had finished -
eating the breakfast, and Novalag 4 units was
arderad by the physiclan to be given before the
breskfast.

Resident #17 was admitted to the facility on
September 28, 2010, with dlagnoses including

Cellulitis (infection of the skin cells), Fatigue, and i
Diabetes Mellitus.

Medieal record review of resident #17's

physiclans order dated September 28, 2010,
revealed " .. MVI (muitiple vitamin) 1 PO (by
mouth) daily ... Lopid (Gemfibrozil) PO AC (before
the meal) 600mg (milligrams) BID (two times
daily) ,,."

Observation on Novembar 2, 2010, at 8:15 am,
in resident #17's room revealed LPN #2 _
administered one multivitamin with minerais, and
onée Lopid 600 mg to the resident, Continued
observation revealed the resident had consumed
approximataly 80 % of the breakfast meat.

' Interview on November 2, 2010, at 10:05 a.m., at
the new part nursing station with LPN #2

| confirmed LPN #2 administered one multivitamin

with minerals and the physician's order stated one

mg after the resident had finished eating the
breakfaat, and the physician's order stated to
administer the Lopid before breakfast

Observation on chember 2,2010,at 7:50 a.m.,
revealed LPN #5 preparad 20 ynits of Novalog

multiple vitamin (no minerals), and one Lopid 600 |

o SLMMARY STATEMENT OF DEFICIENGIES | D PROVIDER'S PLAN OF GORRECTION 05
b?l:‘gﬂx {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE cnm.Tl.inoN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE
DEFIGIENGY}
F 332 | Continued From page 6 F 332

| “The interim DON or designee will |

. Director, DON, Staff Development

MONITO

report findings to the PI committee
monthly for the next 3 months, The PI
committee, consisting of Executive

Coordinator, Medical Ditector,
Pharmacy Consultant, Business Office
Manager, Social Services, Health
Information Management, Human
Resources, Dietary, and
H{Jusakeepingf.[_a!mdry Dircctor, will
review findings and make
recommendations according to findings

e
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F 332 | Continued From page 7 ' [ F 332
insulin, for Resident #19 without rolling the vial. |
When the LPN wae preparing to take the nsulln

to the room, the technique for drawing up the
insulin was questioned. When asked if the insulin
had been rolled in the hands, the LPN stated,
"Are we supposed t6?" The surveyor referred the |
LPN fo the instructions on the outer box for the |
insulin which stated, " ...Roll gently in hands to |
mix," Continued observation revealed the LPN , |
disposed of the syringe of Insulin and prepared o
another syringe by rolling the insufin before :
drawing up In tha syringe ... Then administerad
the insulin to resident #18.

interview with the Interim Director of Nursing on |
Nevember 3, 2010, at 3:00 p.m., in the !
conference room confirmed the insulin was not
prepared according to manufacturer's

instructions,
F 371 483 35(i) FOOD PROCURE, F 371
$8=F | STORE/PREPARE/SERVE - SANITARY
The facility must - F371 _
(1) Prosure food from sources approved or
considered safisfactory by Federal, State or local CORRECTIVE ACTION: _ [l )Q@J 10
gutharities; and CDM was in-serviced by Executive
(2) Store, prepare, distribute and serve food Director on proper sanitation of food
under sanitary conditions | thermometer on 11/02/2010. All

dietary staff will be in-serviced on
proper sanitation of food thermometer
and sealing and dating of food stored in
freezer. Freezer was cleaned and ice

emoved 11/02/2010.
This REQUIREMENT Is not met as evidenced removed on 11/ E
by;
Based on observation, facility polizy raview, and | RESIDENTS WlTH POTENTIAL TO

interview, the facility failed to store food, store
cookKing pans, maintain an ice-free fraezer, and
| obtain foad temperatures in a sanitary manner. |

All residents have the potential to be
affected.
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The findings included: SY. HANGES:

| sanitizing it, ratutnad the thermometer to the

Observation and interview with the Certified
Dletary Manager (CDM) November 2, 2010, at
9:30 a.m., to 10:15 a.m., in the facility kitchen
revesled: in the meat freezer; one ten pound box
of cookie dough Y full not sealed or dated when
opened; eight pieces of fish not sealed or dated
when opened; one full ten pound box of pork
steaketts not sealed of dated when opened; and
four beaf frittare not sesled or dated when
opened, Observation of the vegatabla freezer
revealed four two inch piles of ice on the freezer
flsor. Continuad observatlon revealed the racks
the steam table pans were stored on had a
buildup of food debris.

.| Observation on Novemnber 2, 2010, at 11:08 a,m.,

to 11:30 a.m., revealed: the CDM removed a pan
of white beans from the steamer, obtained a
thermometer from a giass of ice water, inserted it
Into the beans, obtainad the temparature and
without sanitizing it, returned the thermometer to
the glass of ica watar, the COM removed a pan of |
pureed pork from the steamer and obtained the
thermometer from the giass of ice water, and
without sanitizing it inserted it into the pureed
pork, obtained the temperature, and without

glass of ice water; the CDM was mixing a pan of
gravy, without sanitizing the thermomaetar inserted
it into the gravy, abtained the gravy's temperature,
and without sanitizing it, retumed the
thermometer to tha glass of ice water. Continued
observation at the steam table revegled: the CDM |
obtained more ice water in the glass; removed
the thermometer from the glass of lce water, and

without sanitizing the thermometer, insarted it into

Thermometer will be sanitized and
cleaned according to policy. Food will
be sealed and dated when opened.
Maintenance of the ice in freczer will be

corrected.

The dietary manager will audit correct
usage on weekly basis for one month
the proper sanitation of food
| thermometer. The Registered Dictician
will observe proper sanitation and
temperature taking for tray line monthly
for the next 3 months.
The dietary manager will andit the
dating and sealing of food weekly and
monitor for ice in the freezer. The
Registercd Dictician will observe for
dating and sealing of food and ice in the
freezer monthly for the next 3 months.
The PI commiliee, consisting of
Executive Director, DON, Staff
Development Coordinator, Medical
Director, Pharmacy Consultant,
Business Office Manager, Social
Senvices, Health Information
Management, Human Resources,
Dietary, and Housekeeping/Laundry
Director, will review findings and make
recommendations according to findings
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the cooked pork, obtained the temperature, and
without, sanitizing the thermometer, returned the ;

thermometer to the glass of ice water; removed
the thermometer from the glass of lee water, and
without sanitizing the thermometer inserted If into
the pureed pork, obtained the temperature, and
without sanitizing it, returmed the tharmoraetar to
the glass of ice water; removed the thermometer
from the glass of ice water and without sanitizing
the thermometer inserted it into the cooked
zucchini, obtained the temperature, and without
sanitizing it retumed the thermometer to tha glass
of ice water; removed the thermometer from the
glass of ice water, and without santtizing the
thermometer, inserted it into the key lime pie,
cbtained the temperature, and without sanitizing
it, returned the thermometer to ihe glass of ice
water; removed the thermomater from the glass
of ice water, without sanitizing the themmometer,
ingerted It into a carton of whole milk, obtalned
the temperature, and without sanitizing it returned
the thermometer to the glass of ice watar,

Review of the facility's policy/procedure Proper
use and maintenance of a food thermometer
revealed, " ...2. Hand wash, rinse and air dry the
thermometer before each use ,..3. Sanitize tha :
thermometer befora each use .. Use alcshol
swabs to carefully sanitize the thermometer .. "

interview on November 2, 2010, at 11;30 a.m., in
the Kkitchen with the CDM confirmed the meat
products were not stored in a sanitary manner,
the vegatable freezer had ice builup on the fioor,
the rack used to store steam tahle pans was
soiled with debris and not sanitary, the
thermometer was not sanitized before each use,
and the thermometer was not sanitary.

| |
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